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7/4/08

Facllity/ID: 096184

If continuation sheet Page 12 of 23



. PRINTED: 06/19/2008
FORM APPROVED

DEPARTMENT OFHE AN.SERVICES:
CENTE OR MEDICARE & MEDICAID ‘SERVICES L - : OMB NO. 0938-0391
: DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
RREC- BN - IDENTIFICATION NUMBER: COMPLETEDR
: S _ A. BUILDING
SRR 05/30/2008 -
STREET ADDRESS, CITY, STATE, ZIP CODE

. 444.DIVISION AVENUE, NE
 WASHINGTON, DC 20019

(X4) ID T SUMMARY STATEMENT OF DEFICIENCIES D - . PROVIDER'S PLAN OF CORRECTION (X5)
- PREEIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACT ION SHOULD BE COM;'kTEg ION
TAG- REGULATORY ORLSC IDENTIFYING.INFORMATION) TAG CROSS—REFEREE\I)%E:EI% Igcr: g;l)e APPROPRIATE

ded all individuals with | 7/4/08

g 10 ensure

quate active
are implemented.

ILS has provi
-updated assessment:
.| appropriate and ade

! treatment programs

If continuation sheet Page 13 6f 23

MS-2567(02-99)Previous: Versions Obsalete

- Fadiiity/iD: 09G194




PRINTED: 06/19/2008

: ] y i N \ L FORM APPROVED
CENTERS‘:FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391
 STATEMENT OF DEFICIENCIES (X1)’ PROVIDER/SUPPLIER/CLIA | x2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
| AND'PLAN: OF CORRECTION: - . DENTIFICATION NUMBER: n COMPLETED
. : G |A.BUILDING
5 05/30/2008 .
- STREET ADDRESS, CITY, STATE, ZIP CODE ' '
114 DIVISIO‘N.AVENUE NE
CaR . i o GTON, DC 20019
0X4)1D SUMMARY-STATEMENT :OF. DEFICIENGIES T D T PROVIDER'S PLAN OF CORRECTION )
PREFIX | . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX "(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG. | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
o ) : | : : DEFICIENCY)
See W1 20 7/4/08
See W120 7/4/08
ng grocer :
th appropnate contamers
“ta‘hd sxze of these :

is Versions Obsolete:

If continuation sheet_Page 14 of 23

" EventiDizIOVAT - Fagility ID: 09G194




PRINTED; 06/19/2008
'FORM APPROVED
OMB NO, 0938-0391

GENTERS FOR MEDICARE:& MEDICAID SERVICES .
- 1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
’ IDENTIFICATION NUMBER: : . . . COMPLETED
. o ‘ A. BUILDING
1096194 R 05/30/2008 .
e :_STR'EETAD._DRESS, CITY, STATE, ZIP CODE
| T14:DIVISION-AVENUE, NE
Ll e o . WASHINGTON, DC 20019
SUMMARY STATEMENT-OF -DEFICIENCIES 1D " PROVIDER'S PLAN OF CORRECTION . (x5)
~ (EACH. DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS—RE_FERENCED TO THE APPROPRIATE DATE
A o T . . DEFICIENCY) :
) 7/4/08
See W120 '
peratethe © 7
to-answerand .|
See W120 7/4/08
See W120 7/4/08
If continuation sheet Page 15 of 23

FORM.CMS-3567/(02-99) Priavious Versians Obsolete Event ID: 71OV ‘Facility ID: 09G194




MAN SERVIGES.

PRINTED: 06/19/2008 -
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES IR OMB NO..0938-0391
'STATEMENT OF DEFICIENCIES | (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN'OF CORRECTION = |~ IDENTIFICATION NUMBER: : COMPLETED

F CORRS R A BUILDING.
_ AT TN, _ 05/30/2008 ..
. NAME OF P_RQ_\I;!EERVOR}T?UF?:EEIEB ‘ _ | STREET ADDRESS, CITY, STATE, ZIP CODE
: sl { 114 DIVISION.AVENUE, NE
R | | wasiiNGTON,DC 20019
XHD | - - SUMMARYSTATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH:DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG. ' REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
WAL T I : , S DEFICIENCY)
7/4/08
.
, 714108
TLS will ensure that all 1
; devicos t &t recommendations are implemente fY
: S to. ; : T
daptive devices 10 a8 s the use of a new Quality Assurance ¥
of the survey, these devices: - ical mmendations.
working, or- to track clinical 16¢0
See W159 ~ 7/4/08

If continuation sheet Page 16 of 23

‘Facility-1D: 09G1 94



A R ALY PRINTED: 06/19/2008
- DEP (ENT OF HEAL NDHUM 'SERVICES " FORM APPRQVED
_ CENTERS FOR'MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEM_IE_NT OF DEFIClENCI_ES ) (X1) PROVIDER/SUF’PLIER]CLI'A ) (XZ) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANDF’LAN 'CORB.EC.).T]ON*-' ) - ;'-‘lDl_.-_.-N.'l'IF_'IQATION:NUMBER: |a-BUILDING ' COMPLETED

05/30/2008 .

STREET ADDRESS, GITY, STATE, ZIP CODE
we TR | 114DIVISION.AVENUE, NE
R L R 1 | WASHINGTON,DC 20019
SUMMARY-STATEMENT QF.DEFICIENCIES ’ D - ~ PROVIDER'S PLAN OF CORRECTION
(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
_ - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
S St _ DEFICIENGY)

(X5)
COMPLETION
DATE

ently-as:possi
esample: ..

. “The:pliys =
daptive:-device o-assist:| .
denicy duting-activities of [

the adaptive 7/4/08

ILS was waiting for
equipment {0 be delivered. ILS had
ns until the

~ exhausted all its optio :
‘equipment was received. Client #2 has
- obtained all adaptive equipment.

tted manuial wheelchair. It| -
2008 that the required |- -

Slec prushwas 1" -
rersonal Kit; however, it -
did not-have batteries.

EventiD:7IOVA1 Facility-D: 09G194 |f continuation sheet Page 17 of 23




ANZSERVICES: - =

PRINTED: 06/19/2008
FORM:APPROVED

‘D' - AN - .

CENTERS.FOR MEDICARE & MEDICAID SERVICES - R OMB.NO. 0938-0391 -
STATEMENT OF..DEFICIENCIES:. (X‘I) PROViDERJSUPPLlER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

&ND; FCO ECTl aiE . IQEN'I':[FI__C_}ATI_O_N NUMBER; A BUILDING - CGOMPLETED

" paGTA"

) NG - Do ' ‘
NG — : | . 05/30/2008

" | STREET ADDRESS, CITY, STATE, ZIP CODE
* 114 DIVISION AVENUE, NE '

T ST NGTON, DG 20019
4o | £ SUMMARYSTATEMENT OF DEFICIENCIES D " PROVIDER'S FLAN OF CORRECTION (X5)
PREFIX | ~ (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC._'lDENTlFYlNG'INFORMATION) TAG CROSS-REFERENEE%E% g:,l)E APPROFRIATE DATE
e Do L i S o DEFICI

LS will ensure all staff is trained on all 7/4108

' recommendations for individuals.

!

11 ensure that all individuals - 7/4/08

| s wi
- receive appropriate and recommended

adaptive equipment.

It continuation sheet-Page 18 of 23




AND HUMAN SERVIC]

PRINTED: 06/19/2008
~ FORMAPPROVED
OMB NO. 0938-0391

& MEDICAID SERVICES ~
(X1) PROVIDER/SUPPLIER/CLIA *| (x2y MULTIPLE CONSTRUCTION (X3) DATE SURVEY
-'IDEN‘_I‘I_F]C‘ATIQN_NL_JMBER: COMPLETED
T 05/30/2008
D_DI_RESS,‘GITY, STATE, ZIP CODE
ISION AVENUE, NE
R R _ 3TON, DC 20019 _

(%4)ID . SUMMARY STATEMENT OF DEFICIENCIES D | - PROVIDERS PLAN OF CORRECTION (X5)
PREFIX | EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE _

- B C : _ : DEFICIENCY)
See W120 . 7/4/08
\
7/4/08

See W159

‘Facility ID: 09G184

If continuation sheet Page 19 of 23




" PRINTED: 06/19/2008
FORM APPROVED
OMB NO. 0938-0391

| STATEWENT OF DEFICIENCIES. (x1) PROVIDER/SUPPLIER/CLIA 1(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
: 'IDENTIFICATION NUMBER: . , COMPLETED
_ A.BUILDING _
B . 05/30/2008- -
,. STRéET /ADDRESS, CITY, STATE, ZIP CODE

14 DlVISION ‘AVENUE, NE
WASHINGTON DC 20019

ey [ SUMMARY STATEMENT-OF: DEFICIENClES : 1n ~ PROVIDER'S PLAN OF CORRECTION (%5)
. PREFIX | .  (EACHDEFICIENCYMUST BE:PREGEDED: BY FULL ~ PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
. TAG |  REGULATORYORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
e : _ _ DEFICIENCY)
7/4/08

See W159

I continuation sheet Page 20 of 23

Event ID:7IOV11 - . FacilityID: 09G194

reviols Versions Obsdlete




PRINTED: 06/19/2008

FORM APPROVED
OMB NQ. 0938-0391

~ tonurses and QMRPs by a

See W19‘6

& phy
arch 16: 2008."

CENTERS FOR MEDICARE & MEDICAID SERVICES” _ |
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/GLIA 16 '
AND PLA ION. - 1) DERTIFICATION NUMBER: T;S,:E;SZLE CONSTRUCTION " (I:DS»TA%LS;TR%EY
09G194. e 05/30/2008 .
STREET ADDRESS, CITY, STATE, ZIP CODE i
| 114DIVISION-AVENUE, NE
" R S | WASHINGTON, DC 20018
oaym |- SUMMARY STATEMENT. OF DEFICIENCIES D T~ PROVIDER'S PLAN OF CORRECTION ' 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
- TAG TIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
R ‘ ' DEFIGIENCY)
y.7,"2008. The © | " {LS wil ensure that all clients’ rights are 7/ 4108
e-sources had been | ~ respected and that staff will follow all
b ?’cov?trgestec? R instructions included in the Behavior
sitive tecnni u S 4 -
iewwith the LPNG: - Support Plan ILS will ensure that all
rofessional; and - ~ other positive altematives are
| '3:00°PM- = ~ implemented. ILS will provide training

psychologist.

7/4/08

‘devices toassist - |

Evert1D:710v11 Facility ID: 09G194

If continuation sheet page 21 of 23




ICES -
CES

PRINTED: 06/19/2008:
FORM APPROVED
OMB NO. 0938-0391"

: \RE"& MEDICAID SERVI _
STATEMENT OF DEFICIENCIES | x1) PROVIDER/SUPPLIER/CLIA (X2 MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN-OF C 1. IDE TIFICATION NUMBER: COMPLETED
. - SRR A BUILDING
— 05/30/2008
-STREET AD'DRESS, CITY, STATE, ZIP CORE ‘

| 414 DIVISION AVENUE, NE
© WASHINGTON, DG 20019

o4, | TSUMMARY STATEMENT-OF DEFICIENCIES -~ - 1D . PROVIDER'S PLAN OF CORRECTION (*8)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
. TAG REGULATORY OR LSCIDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
2 o o S . : DEFICIENCY)
7/4/08

See W247

- “FORM-CMS-2567

" Facliity:|D; 09G194 If continuation sheet Page 22 of 23




PRINTED: 06/19/2008
FORM APPROVED
OMB NO. 0938-0391

ICARE & MED - .
1 (x1) PROVIDER/SUPPLIER/CLIA ‘| (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
- IDI_E_NT!FIC_‘.ATION‘NUMBER:' 1A BuILDING . COMPLETED

05/30/2008 .
DDRESS, CITY, STATE, ZIP CODE
VISION'AVENUE, NE
E ) NGTON,.DC 20019
B2 o2 SUMMARY. STATEMENT-OF DEFICIENCIES. B S vl "~ 'PROVIDER'S PLAN OF CORRECTION (x5)
_ " {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)

PREFIX
: .__REGULATOR;Y"OR, LSC IDENTIF\_’ING INFORMATION) TAG

| : ILS will have a Physical Therapist 7/4/08
reassess the appropriateness of hard

L weights to assist in feeding.

See W247

If continuation sheet Page 23 of 23




= PRINTED: 06/1 9/2008
" FORMARPROVED:

7). PROVIDERISUPPLIERICLA . | . -;(xz‘)'.MULTlPLE-CONéfF{UdTibN. (X3) DATE SURVEY
| DENTIFICATION:NUMBER.. R R A COMPLETED
DR AR A BULDING © __ _
05/30/2008 .
gD, | . SUMMARY STATEMENT OFDEFIGENGIES i |+ b | T S ROVIDER'S PLAN OF GORRECTION x5)
e |+ (EACH DEFIGIENCY MUST BE PREGEDED BYFULL - PREFIX ~(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
. REGULATORY:OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
L : _ . DEFICIENCY)

7/4/08

See W126

_TITLE . . (XB) DATE

- T7iovit: If continuation-sheet 1 of




- PRINTED? 108/1! 9/2008__

FORM APPROVE
ROVIDER/SUPPLIER/GLIA | (xa pATE surveY
ENTIFICATION NUMBER! COMPLETED
05/30/2008 _.
) IVISION AVENUE_ :
| ( G 200 19 <
o@D |- -7 SUMNARY STATEMENT OF DEFICIENCIES e ~SROVIDER'S PLAN-OF CORRECTION x5)
Vee | (EACH DEFICIENCY MUST BEFRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY:OR'LSC:IDENTIFYING® INFORMATION) TAG CROSS—REFERENCED 70 THE APPROPRIATE DATE
_ DEFICIENCY) .

7/4/08
See W126

If continuation sheet 2 of 8




PRINTED: 06/19/2008
FORMAPPROVED -

(X3) DATE SURVEY
COMPLETED

"PROVIDER/SUPPLIERICLIA & . X2 MULTIPLE CONSTRUCTION .
IDENTIFICATION_NUMBE_R:: o : :BUlLbl o I

05/30/2008 ..

STREET.ADDRESS,:CITY,'STATE, ZIP CODE
DIVISION AVENUE; NE:: ©

‘SUMMARY-STATEMENT: OF DEFIGIENCIES - v 1 . .- sPROVIDER'S PLAN OF CORRECTION _(X5)
(EACH:DEFICIENCY MUST BE PRECEDED BY FULL . i . (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
REGULATORY OR LSCIDENTIFYING INFORMATION) : ‘ CROSS—REFEREggE%l’E%g%E APPROPRIATE DATE .

See W196 7/4/08

If continuation sheet 3.0f9




- PRINTED: 06/19/2008
FORM:APPROVED.

ENT-OF DEFICIENGIES SR, AT (X3) DATE SURVEY
) FICIEN PLE CONSTRUCTION
AN.OF CORRECTION (X2] MULTIPLE CONSTRUC 0 COMPLETED
STREET ADDRESS, CITY, STATE, ZIP CODE _
4 DIVISION AVENUE, NE:".
oyt SUMMARY STATEMENT-OF DEFICIENGIES = * © + 1 D . 1 . PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | - (EACH.DEFICIENCY MUST'BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | EGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFEREggEI% IE% g;i)E APPROPRIATE DATE

7/4108
gee W247 :

See W120 7/4/08

7/4/08

If con_tinuatiqn- sheet 4.0f @




- PRINTED: 08/18/2008
" FORMAPPROVED

| (x3) DATE SURVEY
COMPLETED

| ox2) MULTIPLE CONSTRUCTION

ROVIDER/SUPPLIERICLIA. |

ENTIFICATION.NUMBER: - S ‘
ON: Y. |ABUILDING

S : 05/30/2008 .-

CITY, STATE, ZIP-CODE

STREETADDRESS,

IVISION AVENUE; NE
'SUMMARYTSTATEMENT‘EOF.';DEFICIENCIES* P .. .. PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROFPRIATE DATE
) - DEFICIENCY)

(EACH DEFICIENCY MUST BE-PRECEDED BY FULL
REGULATORY OR LSC ID_ENTIFYlNG INFORMATION)

7/4/08
See W120

7/4/08
See W120

I continuation sheet 5.0f 9




" PRINTED: 06/1972008
FORM APPROVED,

PROVIDERISUPPLIER/C

Ci _(x2) MULTI .

DENTIFICATION NUMBER: ' _
_ A BUILDING

CONSTRUCTION

(X3) DATE SURVEY
COMPLETED

05/30/2008.... -

ST—REET '.AD.DRESS” CITY, 'STATE "ZIP_.-CODE
DIVISION_AVENUE':N' o

X © SUMMARY ‘STATEMENT-OF DEFICIENCIES: 4.7+ - 5 - 7 PROVIDER'S PLAN. OF CORRECTION (X5)
PREFIX. {- - . -(EACH.DEFICIENCY'MUST BE. PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG  CROSS-REFERENGED TO THE APPROPRIATE DATE
el L : DEFICIENCY)
7/4/08

See W120

7/4/08

If.continuation.shee f‘:}::_of‘g




5o PRINTED:08/48/2008

(%3) DATE SURVEY'
COMPLETED

05/30/2008 . -

~ SUMMARY:-STATEMENT OF DEFICIENCIES  * "= _ . " PROVIDER'S PLAN OF CORRECTION _ (X5)
. (EACH DEFICIENCY MUST BE PRECEDED BY FULL - : | . (EACH CORRECTIVE AGTION SHOULD BE COMPLETE .
REGULATORY OR LSC.IDENTIFYING.INFORMATION) -~ TA CROSS-REFERENCED TO THE APPROPRIATE DATE

> L 1 ~ DEFICIENCY)

7/4/08

c 7/4/08
oo W20

If coritinuation shest,-7-of 8




-+ ‘PRINTED

0611912008
PPROVED:

- FORM

DE!

S ROVIDER/SUPPLIERIGLIA-.
JGATION NUMBER:

IULTIPLE CONSTRUCTION

| (x3) DATE SURVEY'
COMPLETED

05/30/2008. " -

B 0] SUMMARY: STATEMENT-OF DEFICIENCIES "= . » = PROVIDER'S PLAN OF CORRECTION (X5
" PREFIX | - "(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG ... REGULATORY'OR LSC/IDENTIFYING INFORMATION) - T OTAG CROSS‘REFERESEE%E?‘J él';-l)E APPROPRIATE DATE

7/4/08

_7/4/ 08

If.continuation.sheet

of9




© - PRINTED:06/1 9/2008.

(x3-DATE SURVEY' o
COMPLETED

PROVIDER/SUPPLIER/CLIA
DENTIFICATION.NUMBER

05/30/2008 . |

SUMMARY STATEMENT OF DEFIGIENCIES. ' = R Rt T " PROVIDER'S PLAN OF CORRECTION
£AGH DEFICIENCY MUST BE PRECEDED BY-FULL pREFIX | (EACH CORRECTIVE ACTION SHOULD BE
GULATORY:OR LSC IDENTIFYING INFORMATION) | AROSS-REFERENCED TO THE APPROPRIATE
CRE A o DEFIGIENCY)

v AyID, b
_ PREFIX | {

lfl‘continUafion 5heet g-of!
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